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Perspectives on this issue of the IJSWhat is the role of the surgeon in preventative medicine? I have
always believedwe have an important role and this is true for every
sub-specialty in surgery. Too often, however, we are so busy treat-
ing conditions that we have little or no time to spend on preven-
tion. Also, many surgeons believe the role of a surgeon is merely
to operate. In my opinion that makes us little more than technicians
and I will perhaps debate that at some subsequent date.
Thinking about how we could prevent rather than cure is an
interesting exercise. Many vascular and oncological surgeons have
helped cut the incidence of peripheral vascular disease and
smoking-related cancers by encouraging their patients to stop
smoking. But are bariatric surgeons educating the public about
the dangers of obesity, or trauma surgeons doing enough to combat
the ever-increasing work from Road Trafﬁc Accidents? Are gastro-
enterological surgeons changing people to a healthier diet and
hepatic surgeons instructing people not to over-indulge in imbibing
alcohol? I wonder how many colo-rectal surgeons actually advise
on low red meat/high ﬁbre diets. In some countries public health
departments are very good at warning the population against inju-
rious elements such as solar irradiation and the dangers of sun beds
which can cause skin malignancies.
Perhaps surgeons believe it is not their role but that of public
health ofﬁcials or physicians. Were those who practiced the art
and science of medicine yesterday far more involved in prevention
thanwe are today? The Old Testament forbade certain foods such as
seafood which we know, in the past, caused hepatitis. The ancient
Egyptians practiced circumcision for all males - a preventative
measure that has now been taken on 5000 years later in Rwanda
to prevent the spread of AIDS-related diseases.
There are somany examples it would take several pages to cover
every aspect of preventative medicine. I feel that we surgeons
should not ignore this important role in our day-to-day lives.
Following this diatribe perhaps I will ﬁrst mention the paper on
Morbid Obesity from Trinidad (pp386–391) where obesity has led to
an increase in Diabetes. They have shown in their population that
bypasssurgeryhas improvedDiabetic controlandoverallqualityof life.
There are a number of papers on laparoscopic or related proce-
dures. Laparoscopicoperationsdorequireexpensiveequipment.Min-
iLap Hysterectomy has been shown to be effective with a very low
morbidity, shorthospital stayand tobecheapdue to theuseof regular
instruments in Kashmir (pp404–409). The evolution of laparoscopic
surgery for rectal prolapse is well set out in a paper from the UK
(pp370–373). The authors demonstrate that a limited laparoscopic1743-9191/$ – see front matter  2011 Surgical Associates Ltd. Published by Elsevier Ltd
doi:10.1016/j.ijsu.2011.05.001dissection plus an anterior rectopexy is safe with good functional
results. They suggest itmay be the treatment of choice. SILS cholecys-
tectomy is safe with improved cosmesis is reported in a series of 295
cases also from the UK (pp410–413). From Jamaica another clinical
paper reports that Laparoscopic-assisted colectomy is safe in carefully
selected patients even in emerging countries (pp382–385).
Thoracoscopic sympathectomy is a simple, very effective proce-
dure for upper limb hyperhidrosis so it is important that we include
the article on Compensatory Sweating following this procedure
(pp437–439). The authors discovered that 93% of patients experi-
enced post-operative compensatory sweating but 85% of them had
an improved quality of life. They caution surgeons to counsel their
patients carefully preoperatively. A prospective study from Greece
on the subclinical activation of coagulation and ﬁbrinolysis in lapa-
roscopic cholecystectomy (pp374–377) showed no clinical or U/S
detected deep vein thromboses but the INR, D-Dimer, plasmaﬁbrin-
ogen and FDP all increased signiﬁcantly after surgery especially in
older patients and males.
Two further articles pertain to gall bladder problems; one from
Japan on the functional outcomes of elderly patients with cholecys-
titis in which, not surprisingly, octogenarians had more problems
(pp392–399). The second from Pakistan demonstrated a deﬁnite
role for percutaneous cholecystostomy in selected high risk
patients with acute cholecystitis.
It never fails to amaze me that there are still articles on appen-
dicitis and appendicectomy. We include two such papers, both
from the UK. It is good to see that other people’s articles are read
and challenged. One paper refutes Kim’s work on CRP in appendi-
citis demonstrating a combination of inﬂammatory markers
(WBC þ CRP) is positive using Kim’s work if corrected (pp440).
The other paper draws attention to the role of appendicectomy
as an index procedure for surgical trainees (pp441–442). It was
good to see that 22% of these operations were performed by
Consultants, but one has to ask why. Surely they should have
been mentoring their CSTs who only operated on 17% of the cases.
Anexcellentexperimental studyonD-lactateasamarkerofvenous
induced intestinal ischaemia (pp428–432) demonstrates an increase
in both the systemic and portal circulations; as it is not cleared by the
liver it could be a useful indicator of mesenteric ischaemia.
It would seem that radical perineal prostatectomy is not an
outdated operation at least in expert Italian hands (pp400–403)
whilst the comparative study from China in conventional wound
management vs closed suction irrigation in infected laparotomy. All rights reserved.
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decreased re-infection rates and time to healing. One has to ask,
however, why there are so many infected wounds.
Finally, for those interested in medical history, the Agha and
Agha paper provides a fascinating background of three of London’s
famous Teaching Hospitals and the people who worked in them
over the years (pp414–427). My only comment would be that
although St. Thomas’s Hospital is amongst one of the oldest in
the world, but still younger than those of Baghdad, Cairo, Isfahan
and Salerno, Guys and Kings College Hospitals are relative
newcomers.Finally I should like to apologise to Hazel Thornton for misrep-
resenting her opinion in my last but one Perspectives in which I
incorrectly quoted her opinion on Hiliary Bekker’s comments pub-
lished in the BMJ. Hazel's message is that we need “informed deci-
sion making” rather than “informed update”.
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